A 47-year-old female without a previous history of predisposing risk factors for infective endocarditis presented with progressive dyspnea ongoing for 3 weeks. A physical examination revealed normal vital signs, a continuous murmur at the aortic foci, and bilateral rales. Electrocardiography indicated sinus tachycardia (121 bpm) and signs of left ventricular (LV) hypertrophy. Transthoracic echocardiography demonstrated subvalvular severe aortic stenosis (max/mean transaortic gradient: 119/71 mm Hg) due to a discrete subaortic membrane (Fig. A, B , 95.7% neutrophils, anemia [9.1 g/dL]), progressive impairment in renal function (serum creatinine 0.71-1.83 mg/dL), and increased serum C-reactive protein (59.2-51.6 mg/L) and high-sensitive cardiac troponin T (0.117-0.135 ng/mL) values. A furosemide infusion was cautiously administered. Transesophageal echocardiography revealed a peri-annular invasion and pseudoaneurysm on the aortic valve and severe AR with a discrete subaortic membrane (Fig. C-F) . Surgical intervention was recommended. Three sets of blood cultures were taken. Parenteral ceftriaxone and ampicillin-sulbactam treatment was initiated by an infectious disease specialist. The patient's fever reached 38.6°C on the second day. The patient died 2 days after presentation. Staphylococcus saprophyticus was isolated from her blood culture. Staphylococcus saprophyticus is a coagulase-negative Staphylococcus infrequently reported as a pathogen of native valve endocarditis and is most often associated with urinary tract infection. It should be kept in mind that infective endocarditis in a patient with a discrete subaortic membrane may be a cause of sub(acute) severe AR, which may lead to clinical deterioration and death. 
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